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Objective: The aim of this study was to explore the role of expectations in relation to patient-rated
global treatment outcome in patients undergoing hip preservation surgery for femoroacetabular
impingement (FAI).
Method: Pre-operatively, 86 patients completed the Oxford Hip Score (OHS), a question about the
motivation for undergoing surgery, and Likert-scales rating the improvement expected in various
domains (pain, general function, sport, walking capacity, independence, social function, mental well-
being). 12-months post-operatively, they rated the actual perceived improvement in each domain and
the global outcome of surgery (GTO, 5-point Likert-scale: operation “helped a lot” through to “made
things worse”), and completed the OHS again.
Results: The most frequent “top reason” for surgery was “alleviation of pain”, being indicated by 33%
patients; 20% patients chose “fear of worsening”, 16% “improvement in everyday activities”, 11% “other
therapies failed”, 10% “improvement in sporting activities” and 10% other. The 12-month data revealed
prior expectations had been overly optimistic in more than 50% patients for hip pain, sport, and general
physical capacity, and in 33e45% patients for independence, mental well-being, and walking capacity.
Multiple regression revealed signiﬁcant (P< 0.05) unique associations between GTO and “fulﬁlled
expectations” for pain and sport (explaining 47% and 12% variance, respectively).
Conclusion: Expectations of surgery were overly optimistic. Having one’s expectations fulﬁlled, especially
in relation to pain, was important for a good outcome. The results emphasise the beneﬁt of assessing
patient-orientated outcome in routine practice and the factors that might inﬂuence it, such that realistic
expectations can be established for patients prior to surgery.
 2012 Osteoarthritis Research Society International. Published by Elsevier Ltd. All rights reserved.Introduction
Hip preservation surgery is applied as a treatment for femo-
roacetabular impingement (FAI), a relatively recently characterised
phenomenon associated with hip pain and dysfunction in young
(particularly active) adults1,2. In this population, total hip replace-
ment is not an option and should be avoided or delayed. The aims of
joint preserving surgery are to create impingement-free motion to
alleviate symptoms and, simultaneously, to restore a more normalF.M. Impellizzeri, Department
Lengghalde 2, 8008 Zurich,
90.
nnion), Franco.Impellizzeri@
llizzeri), ﬂorian.naal@kws.ch
s Research Society International. Pmorphology to prevent or delay the progression of irreversible
degenerative changes of the hip joint1,2. Whether the latter goal is
achieved can only be evaluated using very long-term trials; however,
since one of the main reasons for medical consultation e and hence
an important and more “immediate” goal of the surgery e typically
concerns the relief of pain and improvement of function, the fulﬁl-
ment of expectations in relation to these aspects of the treatment is
important to investigate. Pre-operatively, the patient is made aware
of the twofold goal of surgery, and informed that, while it may not
result in complete symptom relief, it ought to provide long-term
beneﬁt in terms of preserving the joint and delaying or preventing
the development of osteoarthritis. This information is important for
managing the patient’s expectations in relation to the various
outcomes of surgery.
Numerous studies have shown that patients’ expectations of
treatment are an important determinant of their subsequentublished by Elsevier Ltd. All rights reserved.
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models exist describing the relationship between expectations and
satisfaction, with the most dominant being based on the notion of
“expectations being met”, i.e., minimising the mismatch between
prior expectations and the actual result3,4. Others, in contrast,
maintain that higher expectations per se are associated with better
outcomes5e9, perhaps reﬂecting the inﬂuence of dispositional
optimism10 or a sort of placebo effect. Others, still, suggest that the
actual post-treatment status with regards to symptoms or function
more strongly governswhether the patient is happywith the result,
regardless of prior expectations11e13.
A number of studies have examined patient expectations in
relation to hip arthroplasty4,7,8,13e22. Collectively, these have shown
that patients’ expectations are often overly optimistic, that 13e40%
expectations go unfulﬁlled, and that pre-operative expectations or
their fulﬁlment are associated (to varying degrees) with treatment
satisfaction. To the authors’ knowledge, no studies have been
carried out to date investigating patients’ expectations in relation
to hip preservation surgery.
This prospective study seeks to explore the role of expectations
in relation to patient-rated global treatment outcome in patients
undergoing joint preservation surgery (minimally-invasive open or
arthroscopic) for FAI. Speciﬁcally, using multiple regression anal-
ysis, and taking account of any potential confounders, we tested
which (if any) of the following variables made a unique signiﬁcant
contribution to explaining the variance in the patients’ rating of
“how much the operation helped” 12 months after surgery: 1)
baseline expectations, 2) the actual hip status (pain/function) at 12-
months follow-up and 3) expectations being fulﬁlled. We hypoth-
esised that the most important statistical determinant of outcome
would be the fulﬁlment of expectations.
Method
Overview of the study
One-hundred and eighty-ﬁve consecutive patients (96 (52%)
men and 89 (48%) women) undergoing either arthroscopic
surgery with labral preservation (surgeon 1) or limited antero-
lateral open surgery with labral resection (surgeon 2) for FAI in
our hospital between July 2008 and April 2010 were eligible for
participation in the study. Inclusion criteria included: cam,
localised pincer, or mildemoderate mixed impingement in hips
with at most early-osteoarthritis (Tonnis grade 1); arthroscopic
or mini-open osteochondroplasty as the foreseen surgical inter-
vention; and a good understanding of written German. Exclusion
criteria included: symptomatic hip dysplasia (lateral centre edge
angle (LCE)< 20 measured on the AP view); combined FAI with
a global over-coverage and extra-articular impingement; and hips
requiring cartilage repair techniques (for these, the post-opera-
tive restrictions and rehabilitation were more extensive
compared with the included surgical techniques). The operations
were performed by two senior hip surgeons with considerable
experience in joint preserving surgery who were beyond their
initial learning curves.
One to three weeks before admission for surgery, patients were
sent a questionnaire, by post, accompanied by a letter explaining
the aims of the study, an invitation to participate, and an informed
consent form. They were requested to complete the questionnaire
and bring it with them on the day of admission. After 12 months,
a second questionnaire was sent out by post to those that had
returned a pre-operative questionnaire and had not undergone any
surgery on the spine or lower extremities in the preceding 4
months, with the request to complete it and return it using the
stamped addressed envelope enclosed. The study was approved bythe local ethical committee and all patients gave their written
informed consent to participate.
Questionnaires
In addition to questions about demographics and medical
history, the questionnaire booklet contained the following ques-
tions related to expectations.
Reasons for surgery
The patients were asked to give their three most important
reasons for deciding to undergo surgery, selected from the
following list: other therapies hadn’t helped, fear of a worsening of
my current situation, to retain my independence, improvement in
performance of everyday activities, improvement in ability to do
sport, improvement in walking capacity, pain reduction, recom-
mended by my doctor, other.
Expectations of surgery
Expectations of surgery were assessed using a modiﬁed version
of a questionnaire previously used and validated for patients
undergoing spine surgery23, based on the expectations scale of the
North American Spine Society (NASS) Lumbar Spine Question-
naire24. The question, “what changes in the following items do you
expect to experience as a result of the operation? (not your hopes and
wishes, but realistic expectations!)” was asked in relation to each of
eight items: hip pain, walking capacity, independence in everyday
activities, ability to do sport, general physical capacity (at home and
work), frequency and quality of social contacts, mental well-being.
The ﬁve response options were: much better (0), better (1),
somewhat better (2), unchanged (3), worse (4); the patients also
had the option “I don’t know”.
Fulﬁlment of expectations
At follow-up, using a parallel question to that of the pre-
operative expectations questionnaire, patients were asked, “what
changes in the following items have occurred as a result of the
operation?”, in relation to the same seven items presented in the
expectations questionnaire (see above). The same ﬁve response
options were presented (much better (0) through to worse (4)). In
this way, the difference between the pre-op “expectation score”
(from 0 to 4) and the follow-up “actuality score” (from 0 to 4)
yielded a measure of the extent to which expectations had been
exceeded, met, or not met for each item (possible range for
“expectations met” score, 4 to þ4).
Global treatment outcome
At 12-months’ follow-up, the patients rated the global treat-
ment outcome (GTO) on a 5-point Likert-scale (the hip operation:
helped a lot, helped, helped only little, didn’t help, made things
worse). This transition question has been used extensively in
assessing the outcome of other types of orthopaedic surgery25, and
more recently its validity has also been demonstrated in patients
with FAI26.
Hip pain/function
Before and 12 months after surgery, patients completed the
Oxford Hip Score (OHS). The OHS consists of 12 questions asking
patients to describe their hip pain and function during the past 4
weeks27. Each question has responses on an adjectival scale with
values from 0 to 4. An overall score is created by summing the
responses to each of the 12 questions. The total score can range
from 0 to 48 (most recent scoring system), where 0 is the worst
possible score indicating severe hip symptoms and 48 is the best
score suggesting excellent joint function.
Table I
Sociodemographic and medical history characteristics of the patients
Baseline 12-Month follow-up
All patients Non-respondents Respondents P value
Number (%) 128 (100%) 42 (33%) 86 (67%)
Mini-open 30% 20% 35% 0.13
Arthroscopy 70% 80% 65% 0.13
Male 46% 51% 44% 0.58
Female 54% 49% 56% 0.58
Age (yrs) 35.9 (12.0) 34.1 (12.5) 36.3 (11.8) 0.46
BMI (kgm2) 23.8 (3.5) 24.2 (3.1) 23.2 (4.4) 0.18
ASA I category 68 (53%) 46% 57% 0.33
ASA II category 59 (46%) 54% 41% 0.23
ASA III category 1 (1%) 0 (0%) 1 (1%) 0.62
Living condition
Rural 61% 66% 58% 0.62
City 39% 32% 42% 0.37
Education
Primary school 14% 17% 12% 0.62
High school 6% 7% 5% 0.96
Professional school 67% 63% 68% 0.72
University 13% 13% 15% 0.97
Civil status
Married 43% 43% 43% 0.85
Single 51% 51% 51% 0.85
Divorced/separated 6% 6% 6% 0.69
Work activity
Full time 55% 59% 53% 0.65
Part time 22% 20% 22% 0.69
Student 6% 7% 6% 0.87
Homemaker 8% 5% 9% 0.66
Retired 1% 0% 1% 0.62
Disabled 4% 7% 2% 0.36
Other 4% 2% 7% 0.44
Operated hip
Right 54% 59% 52% 0.58
Left 45% 39% 48% 0.44
Both sides 1% 2% 0% 0.88
Comorbidities
None 58% 59% 59% 0.85
One 30% 29% 31% 0.98
Two 9% 10% 8% 0.79
Three 3% 2% 2% 0.50
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Univariate analyses (Spearman rank correlation, Chi-square
tests, linear regression or analysis of variance, as appropriate)
were used to explore the associations between various baseline
variables (age, gender, comorbidity, educational level, baseline
OHS) and GTO, in order to determinewhether any of these ought to
be controlled for in the later multivariate analyses. Similarly,
univariate analyses of the correlation between GTO and each
potential predictor (the seven expectations items, OHS score at 12
months, and the fulﬁlment of expectations (“expectations minus
actuality”) scores for each of the seven items) were carried out to
guide variable selection for the multiple regression (all variables
with P< 0.10 were considered for inclusion).
Multiple regression analyses (using a forward conditional
selection for entry of variables, based on a probability-of-F-to-enter
0.05) were carried out to identify the independent variables that
made a signiﬁcant unique contribution to explaining the variance
in the dependent variable, GTO at 12 months. The presence of
collinearity was excluded by examining the tolerance values and
variance inﬂation values for the independent variables in the ﬁnal
regression model; values <0.1 and >5, respectively, were consid-
ered to suggest problematic collinearity28.
Statistical analyses were carried out using Statview 5.0 (SAS
Institute Inc, San Francisco, CA, USA) and SPSS v16.0 for Apple
Macintosh (Chicago, IL, USA).
Statistical signiﬁcance was accepted at the P< 0.05 level.
Results
Participants
One-hundred and seventy one patients (91%) underwent the
planned surgery, 128 (75%) of which volunteered to complete the
pre-operative questionnaire. 86 (67%) of these also completed
a 12-month follow-up questionnaire. Given the relatively low
response rate, the OHS values of those who did not respond at 12
months, but had responded at other time points, were compared
with the scores of thosewho responded at 12months. A total of 78%
and 51% of non-respondents had completed 6-week and 6-month
questionnaires, respectively, as part of the hospital’s routine
quality control assessment. The OHS scores were comparable at all
time points (12-month non-respondents vs 12-month respondents:
baseline, 33.0 7.3 vs 32.0 9.1; 6 weeks, 27.6 7.7 vs 30.18.5;
and 6 months, 38.97.3 vs 37.97.2; 0.125< P< 0.567). In addi-
tion, we tried to contact all the 12-month non-respondents by
phone. Altogether, 21 (51%) were reached. Of these, 48% said that
they had simply forgotten about it, but that they intended sending
the questionnaire back (but never did); 19% declared that they had
no time and/or the questionnaire was too long and so they did not
want to complete it; 19% declared that, in the meantime, they had
undergone surgery on other joints and this made completion of the
questionnaire difﬁcult; and three (14%) declared that their current
statuswasnotgoodand theyweredissatisﬁed (and thereforedidnot
want to cooperate with us). Comparing the patients that completed
the 12-month questionnaire with those that did not and also could
not be reached by phone, the OHS values were similar at all time
points: baseline, 33.0 7.4 vs 33.2 9.7; 6 weeks, 27.6 7.7 vs
29.2 8.0; 6 months, 38.97.3 vs 37.7 5.8, respectively;
0.420< P< 0.938. The medical history and sociodemographic
characteristics of the patients are shown in Table I. No differences
were foundbetween respondents andnon-respondents, or between
male and female patients (data not shown) for clinical and socio-
demographic factors. Collectively, these results suggest that major
selection bias did not occur and that data were missing at random.Reasons for surgery
Alleviation of pain was the most common reason stated for
making the decision to undergo hip surgery, being the foremost
reason for 33% patients and the second most important reason for
a further 28% (Table II). Fear of worsening of the situation was the
next most common reason, with 20% patients choosing this option
as their prime reason for surgery. 16% chose as their major reason
an anticipated improvement in the ability to perform everyday
activities, 11%, the fact that other therapies had not helped and 10%
an anticipated improvement in the ability to play sport.
Pre-operative expectations
The pre-operative expectations for each of the outcome
measures are shown in Table III. Consistent with the main aim of
surgery, more than half of the group (57%) expected that their hip
pain would be “much better” and a further 40% expected it would
be “better”. A high proportion also expected their ability to do sport
to be much better (46%) or better (37%).
For each of the items pain, walking, sport, and general physical
capacity, only few patients (<13%) expected no change, whereas for
the items independence in everyday activities or the frequency/
Table II
Main reasons for deciding to undergo surgery for the FAI problem
Reason % Patients
rating reason
as ﬁrst most
important
% Patients
rating reason
as second most
important
% Patients
rating reason
as third most
important
Pain reduction 32.7 28.3 13.1
Fear of worsening of
the situation
19.8 15.2 22.2
Improvement in performance
of everyday activities
15.8 16.2 17.2
Other therapies didn’t help;
something has to be done
10.9 10.1 7.1
Improvement in ability to
do sport
9.9 19.2 19.2
Doctor’s recommendation 5.9 4.0 14.1
Retain independence 4.0 3.0 1.0
Improvement in
walking capacity
1.0 4.0 6.1
Total 100 100 100
Fig. 1. Proportions of patients whose expectations were not met, were met exactly,
and were exceeded for each of the outcome domains, as measured prospectively by the
difference between pre-operative expectations of improvement and the actual
improvement reported at 12-months post-operatively. (n¼ 69e82; the analyses
excluded those patients who indicated “don’t know” for their pre-operative
expectations.)
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change. Approximately half (58%) of the patients expected their
mental well-being to be better/much better after surgery.
Expectations met: “expectationseactuality discrepancy”
In comparison with the actual perceived improvement regis-
tered at 12 months, the expectations declared before surgery had
been overly optimistic in more than 50% patients for hip pain, sport
and general physical capacity, and in 34e46% patients for inde-
pendence, mental well-being, and walking capacity (Fig. 1). In 21%
of patients, expectations for social function were not met.
GTO 12 months after surgery
The ratings of the overall effectiveness of treatment, 12 months
after surgery, were as follows: operation helped a lot, 29%; helped,
39%; helped only little 21%, didn’t help, 9%; made things worse 2%.
Factors explaining the variance in treatment effectiveness (GTO)
None of the baseline expectations or the demographic variables
made a signiﬁcant contribution to explaining the variance in global
treatment outcome (P> 0.149). Univariate analyses showed that
GTOwas signiﬁcantly (P< 0.001) correlated with OHS at 12months
(r¼0.48), and with expectations being fulﬁlled for pain
(r¼0.70),walking capacity (r¼0.46), independence in everyday
activities (r¼0.24), ability to do sport (r¼0.64), general physical
capacity (r¼0.41) and mental well-being (r¼0.50).
The results of the multiple regression analysis are shown in
Table IV. The variables that showed a unique positive association
with GTO in the ﬁnal step were: expectations being fulﬁlled for pain
(explaining 47% of the variance in GTO; P< 0.001) and expectationsTable III
Patients’ expectations of the extent of change in each outcome after surgery (% patients
Much better % Better %
Hip pain 56.7 40.2
Walking capacity 29.6 44.0
Independence in everyday activities 22.6 31.5
Ability to do sport 45.7 37.0
General physical capacity 32.0 46.9
Frequency and quality of social contacts 11.3 14.5
Mental well-being 30.2 27.8being fulﬁlled for sport (explaining a further 12% variance;
P< 0.001). The ﬁnal model explained 59% of the variance in GTO.
The unstandardized regression coefﬁcients (B values) for the model
constants were 0.728 (P< 0.001) in model 1 and 0.617 (P< 0.001)
in model 2. Residuals were close to normality and were uniform,
indicating homoscedasticity.
Discussion
Scientiﬁc interest in FAI is increasing, as shown by the expo-
nential growth of publications on the topic1,29. However, to date, no
studies have examined either the types of treatment expectations
that patients with FAI typically hold, or the role that such expecta-
tions have in relation to subsequent ratings of treatment outcome.
Several studies have investigated the inﬂuence of pre-surgical
expectations on outcome in patients undergoing total hip arthro-
pasty4,7,8,13e22; however, as patients with FAI are typically much
youngerandmoreactive than those receiving ahip replacement, the
demands and expectations of treatment are expected to differ
accordingly. The present prospective study sought to document in
patients with FAI the pre-operative expectations of surgery and to
examine the extent to which their subsequent self-ratings of global
treatment outcome, 1 year after surgery, were determined by their
prior expectations, their expectations being met, or their actual
symptom/functional status at the 1-year follow-up.
Overall, the results from the present study refuted the notion
that baseline expectations, per se, are important determinants of
outcome. Alone, these had no signiﬁcant correlation with the
ratings of GTO. This concurs with the ﬁndings from some previous
studies on orthopaedic patients30, and especially those where
multivariate models have been used to assess the relative impor-
tance of different predictors23,31. It would hence appear that simplywithin each expectation category)
Somewhat better % Unchanged % Worse % Don’t know %
2.4 0 0 0.8
12.8 12.8 0 0.8
10.5 31.5 0 4.0
10.2 4.7 0 2.4
10.9 9.4 0 0.8
10.5 54.0 0 9.7
17.4 23.0 0 1.6
Table IV
Results of the multiple regression analysis (n¼ 67 with complete data sets at
baseline and follow-up for all potential predictors)
Standardized
coefﬁcients
Correlations R2 Adjusted
R2
R2 step
change
Beta Sig. Zero-
order
Partial
Step 1
Expectations
fulﬁlled for
pain
0.685 <0.0001 0.685 0.685 0.47 0.46 0.47
Step 2
Expectations
fulﬁlled for
pain
0.458 <0.0001 0.685 0.516
Expectations
fulﬁlled for
sport
0.417 <0.0001 0.666 0.48 0.59 0.58 0.12
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in itself sufﬁcient to guarantee that such improvement will be
achieved; instead, the fulﬁlment of realistic expectations appears to
be the critical determinant. In the multivariable regression model,
the “expectationseactuality discrepancy” scores for pain and sport
were each signiﬁcant predictors of treatment effectiveness. The
pivotal role for the mismatch between expectations and the actual
result supports one of the most popular models of satisfaction with
medical treatment32,33 and also conﬁrms the ﬁndings of some
previous studies on surgical patients3,4. That expectations in the
domains of pain and sport were the ones most strongly related to
global outcome also seems logical, since the typical patient with FAI
is highly active and regularly participates in sport34e37. Indeed, it is
for this reason that health related quality of life questionnaires that
have been specially developed for young and middle-aged indi-
viduals with hip disorders typically include subscales speciﬁc for
sport and recreational activities. This is the case, for example, for
the Hip dysfunction and Osteoarthritis Outcome Score38 and the
Hip Outcome Score39. Our ﬁndings provide further support for the
notion that these two dimensions (pain and sport) are of great
importance to assess when evaluating the outcome of surgery in
patients with FAI.
If the discrepancy between “what I expect” and “what I get” is so
critical, then it might be anticipated that levels of satisfaction could
be manipulated by deliberately lowering the threshold of expec-
tations. In medicine, however, this is unlikely to represent a prac-
tical approach: predicting overly pessimistic outcomes for medical
care would likely result in a total loss of conﬁdence in the health-
care provider and perhaps even the refusal to undergo (necessary)
treatment. Instead, it would appear that what is needed is a realistic
appraisal of the speciﬁc expectations that the patient can hold e
which, in turn, can only be delivered by the widespread and
systematic evaluation of outcome e and this should be communi-
cated to and discussed with the patient prior to surgery. Future
studies should also examine the agreement between patients’ and
surgeons’ pre-operative expectations of outcome as well as their
perspectives on whether the surgical goals were achieved. Indeed,
it has been suggested that for a balanced view of the surgical result,
outcomes should be assessed from the perspectives of both the
patient and the surgeon40.
In general, the baseline surgery expectations of patients with FAI
were high, and, in some domains, they far exceeded the actual
results achieved. This overestimation of the likely improvement
after orthopaedic surgery has been reported before for various
other surgical procedures23,37,41,42 including total joint arthro-
plasty31,43. Some of the most realistic expectations concernedoutcomes that are commonly only a “by-product” of a successful
operation, such as an improved psychological well-being and
a fuller social life. In the present study, the greatest discrepancies in
“expectations vs actual results” concerned the symptoms and
function domains: hip pain, the ability to play sport, and general
physical capacity. Since these also represent the patients’ primary
reasons for undergoing surgery, the extent of improvement that
can realistically be achieved in these domains clearly needs to be
discussed in more detail with the patient before surgery, during the
pre-operative informed consent process.
The salient features of the present study include its prospective
nature with 12-months’ follow-up, its use of standardised outcome
measures to monitor perceived symptoms/function (OHS), and its
examination of various domains for which patients may hold
expectations. However, various limitations also need to be
acknowledged. The questionnaire used to assess the (pre-op)
expectations of improvement and the (post-op) achievement of
improvement has not yet been validated in patients with FAI. It was
developed for use in patients undergoing spine surgery23, with the
items being modiﬁed accordingly to make it suitable for hip
problems. Currently, there exist no standardised or validated
questionnaires for assessing the expectations of patients under-
going surgery for FAI. Previous studies in orthopaedics research
have made it clear that multiple items, with multiple response
categories, are preferable to simple dichotomised responses (yes/no
or better/worse in relation to an expected outcome), as the latter
have been shown to be too insensitive9,44. The questionnaire used
in the present study had multiple response categories, and adap-
tation of the wording to make it applicable to patients with FAI was
a relatively straightforward procedure. Further, pilot analyses
revealed that, in the main, the responses to the individual items
assessing “actual improvement in a given domain at 12 months”
showed moderately high, signiﬁcant (P< 0.02) correlations with
the change-scores for the corresponding domains as measured
with longer questionnaires such as the OHS, the WOMAC sub-
domains, and the SF-36 sub-scores (details not shown; unpublished
data). This adds additional support for the applicability of the
questionnaire in this patient group.
A further limitation of the study is that the 12-month follow-up
rate was only 67%; however, the OHS scores of respondents and
non-respondents showed similar values at baseline and all avail-
able follow-up time points. Furthermore, only three patients out of
21 that did not send back the 12-month questionnaire and were
reached by phone declared that this was because they were
disappointed with their result. This suggests there was no major
selection bias. Nonetheless, differences between responders and
non-responders in other unmeasured factors may still have resul-
ted in residual bias.
The choice of “global outcome” measure used as the dependent
variable may have inﬂuenced the independent variables that were
selected as signiﬁcant predictors. Different constructs are used in
conceptualising patient-centred ratings of global outcome: some
focus on the actual effectiveness of treatment, i.e., therapeutic
improvement (symptom or functional), whilst others focus more
on satisfaction with treatment delivery (i.e., the process of care, or
the patienteprovider relationship). Whilst the two are often
related, they are not synonymous31,45. In the present study we
elected to use an item enquiring as to “how much the operation
helped the hip problem”, i.e., a patient-friendly measure of treat-
ment effectiveness, as the dependent variable of interest.
Conceivably, had we used an item focussing on overall satisfaction
with care, the results may have been different. Finally, we used
a forward stepwise multiple regression analysis rather than a hier-
archical approach where the variables are entered based on theo-
retical considerations. However, given the exploratory nature of the
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appropriate.
In conclusion, in the group of patients with FAI examined,
expectations of surgery were generally overly optimistic, especially
for the domains that constituted the primary concern to the patient
pre-operatively. The actual level of symptoms/function at 12
months (as determined by the OHS score) was important for a good
outcome when examined in univariate analysis, but it did not
explain any unique variance in global outcome in the multivariable
analysis; only the fulﬁlment of expectations for pain and sport
made a signiﬁcant contribution in the ﬁnal model. The results
emphasise the importance of routinely assessing patient-oriented
outcome and the factors inﬂuencing it, such that realistic expec-
tations for every outcome domain can be discussedwith the patient
prior to surgery. This can be expected to address any misconcep-
tions regarding the likely results of surgery, and ultimately improve
the overall patient-rated outcome.
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